[Culture)

Overview

The concept of culture refers to a shared identity based on such factors
as common language, shared values and attitudes, and similarities in
ideology. In terms of health, some cultural groups face additional risks
because of dominant cultural values that contribute to conditions such
as marginalization, stigmatization, loss or devaluation of language and
culture, lackof access to culturally appropriate health care and services,
and lack of recognition of skills and training.

Racism and discrimination have direct impacts on health, as well as indirect
impacts mediated through various forms of social, political and economic
inequity. For example, the factors that contribute to the major health
disparities between First Nations, Inuit and Métis communities and other
communities (including education, income, culture, and social and physical
environment) are rooted in a long history of prejudice and racism.
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‘ Relationship to Healthy Child Development

Minority groups often experience “acculturative stress.”

New immigrants and refugees, as well as Aboriginal people and other ethnic
group members are likely to experience stress from a variety of sources —
including their economic circumstances, social and personal isolation, negative
attitudes, and threatened or actual violence (Berry, 1980). This “acculturative
stress” can have significant health impacts, both physical and mental. For
example, Aboriginal people in Canada often experience stress when they move
from an area of relative isolation or a smaller community to a large urban
centre. This stress may result in problems of alcoholism, family disruption and
physical illness (Masi, 1989a, p. 72).

One significant source of stress among members of immigrant groups is
the conflict between adults and children. Immigrant children tend to integrate
more quickly into the dominant culture (Baptiste, 1990; Kim, 1980), often
learning the language and cultural mores before their parents. As a result,
children become the family’s translators and cultural interpreters, with a
consequent reversal of roles and destabilization of normal lines of community
and authority in the family (Baptiste, 1993).

Minority cultural groups may also feel conflicting desires and expectations
for their children — on the one hand, fearing that their children will acquire
undesirable aspects of the new culture and, on the other, wanting them to
obtain the characteristics that will equip them for
success (Wakil, Siddique and Wakil, 1981,
Xenocostas, 1991; Markowitz, 1994). The
potential for conflict is particularly high during
adolescence, when issues of separation,
individuation and identity rise to the surface
(Baptiste, 1993). It is important to note that
while families play an important role in passing
along culture, the importance of the family has
declined relative to the impact of other sources
of cultural influence, such as the marketplace and
schools (Erickson, 1991, p. 1).

Aboriginal people in
Canada often experience

. . . stress when they move
Migration can affect physical health.
. ) . . from an area of relative
There is some evidence that migration poses a

threat to physical health because of dietary changes isolation or a smaller
and exposure to local pathogens against which migrants have community to a large

no immunity (Beiser et al., 1995, p. 68). )
urban centre.
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Refugees face unique stresses.

There is some evidence that voluntary migrants (e.g. immigrants) experience
less stress than those who expose themselves to cultural change involuntarily
(e.g. refugees and Aboriginal people) (Berry et al., 1987). Poverty, combined
with uncertainty about the outcome of their refugee claim and negative attitudes
in the host country, can create enormous stress for refugees. As well, refugee
children are likely to have experienced violence in their homelands and may
be at high risk for post-traumatic stress disorder (Beiser et al., 1995, p. 68).

The context of resettlement plays a mitigating role.

While the experience of migration and resettlement itself may result in signifi-
cant stress for families, there are a number of mitigating factors that determine
whether or not immigration is necessarily followed by maladaptation. These
factors include selection policies, pre-migration experiences and the welcome
accorded by the host country (Beiser et al., 1995, p. 67).

Stress, personal strengths and social resources interact in complex ways
to determine health risks for minority cultural groups. Factors such as maternal
loss, depressed mothers and general family instability contribute increased
vulnerability among refugee and immigrant children. These factors also
contribute to lower scholastic achievement levels and a higher delinquency
rate (Rumbaut and Ima, 1988, as cited in Beiser et al., 1995).

Children who are separated from family members during the early years of
resettlement are at an increased risk for negative mental health consequences,
particularly if they are placed with a family of a different ethnic origin (Porte
and Torney-Purta, 1987).

Racism and discrimination Intercultural Adoptees

contribute to stress. One study found that intercountry adoptees are

Many minority groups in Canada report as well-adjusted as children in the population as
experiencing racism and discrimination.
For example, half of Indo-Canadian men
and women living in South Vancouver

a whole. These children are well integrated, have
high self-esteem and positive peer relations. The

reported experiencing some form of racial only area of concern is with respect to ethnic and
hostility, ranging from verbal abuse and racial identity (Westhues and Cohen, 1994).
physical harm to work force discrimination Furthermore, there is evidence that children of

(Nodwell and Guppy, 1992). In the 1980s,

. . . ; " arents who maintain their ethnic pride and
testimonies of racial minorities before the P P

House of Commons Special Committee cultural identity perform better than children
on Participation of Visible Minorities whose parents assimilate fully (Rumbaut and
in Canada revealed many instances of Ima, 1988, as cited in Beiser et al., 1995).

differential treatment. One study of the
Chinese community in Toronto found that
perceived discrimination correlated with

Cultural kinship — identifying with the language
and history, religious and ceremonial rituals, and

various psychological symptoms, such as codes of behaviour of a culture — contributes to
nervousness, sleep problems, headaches, children’s sense of identity, security and self-
mood and degree of worry (Dion, Dion esteem (Haka-lkse, 1988, p. 1113).

and Pak, 1992).
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Cultural differences affect life changes.

The life changes (e.g. education, occupational status and employment income)
for immigrants vary according to their country of origin. For example,
European immigrants fare better in the Canadian labour market than their
Black and Asian counterparts (Reitz and Breton, 1994, pp. 112-114).

Cultural background, including ethnicity, can have an effect on academic
success (Farkas et al., 1990, p. 3). Despite some emphasis on multicultural
education, Canadian schools generally reproduce the cultures and values of the
dominant group (Hébert, 1992; Shamai, 1992). Language and communication
problems cause a disproportionate number of children from certain cultural
groups to be placed in special and vocational education classes (Toronto Board
of Education Consultative Committee on the Education of Black Students in
Toronto Schools, 1987). The result has been that the future education and
careers of these children are seriously limited (Masi, 1989a, p. 71).

Another study found that immigrant children whose mother tongue is
neither English nor French initially obtain lower marks in English compared
with Canadian-born children; however, they eventually catch up in their
ability to speak French or English, as well as in many other areas of school
performance (Samuel and Verma, 1992, pp. 55-56).

Cultural ties also help to maintain occupational segregation (Reitz, 1990).
Lack of recognition of diplomas and training received by immigrants in their
homeland decreases their access to work, resulting in occupational ghettoizing
and low socio-economic status (Maritime Centre of Excellence for Women’s
Health, 1997).

Culturally sensitive health and social services are important.

There is considerable evidence that physicians’ awareness of cultural issues
can positively affect the patient—physician relationship and contribute to
patient compliance and positive health outcomes. For example, an evalua-
tion of Aboriginal health services suggested that their effectiveness was often
compromised by the cultural differences between those giving and those
receiving the services (Gibbons, 1992). Family physicians — often the first

Female Genital Mutilation

Generally performed prior to puberty, female genital mutilation (FGM) involves the removal of
part or all of the female genitalia and, in the most severe cases, the clasping together of the labia.
FGM is based on traditional practice rather than religion, and is employed in some cultures as a
way of controlling women’s attitudes towards sex, their sexuality, and of reinforcing the belief that
it is necessary to ensure their virginity and marriageability. FGM is most commonly practised in
Africa but is also experienced by women in parts of Asia and some countries in the Middle East.
Some women and girls who emigrate to Canada were subjected to FGM prior to their arrival. In
Canada, FGM is forbidden under the general provisions of the Criminal Code, and recent
amendments to the Criminal Code have made it illegal to transport a child out of Canada with the
intention of performing FGM.
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point of contact with the Canadian health system — are under particular
pressure to become familiar with the special needs of clients from different
cultures (Hamilton, 1996, p. 585).

Other factors play a role, including traditional beliefs about the causes
of illness, attitudes towards caregivers and family values about care. Some
cultural groups routinely involve members of the extended family in providing
care. For example, people from developing countries often have a health-care
network that includes parents, relatives and non-relatives as health-care provider
(Masi, 1989b, p. 252). Moreover, language difficulties can cause misunder-
standings by both physicians and immigrants, affecting diagnosis and treatment.
While large urban areas may have access to language interpretation services, the
lack of such services in smaller communities is a concern (Masi, 1989a, p. 71).

The issue of wife abuse must be addressed in a sensitive manner. Generally,
immigrant women and those from some ethnic groups who are battered have
little recourse. In some cases, community members may be more likely to
support the husband. Often, there are few outside resources available to these
battered women because of language or cultural barriers (Masi, 1989b, p. 253).
As seen in Chapter 4, witnessing spousal violence appears to have the strongest
influence on young people’s risk factors, including substance abuse and criminal
behaviour (Marion and Wilson, 1995, pp. 28-29).

‘ Conditions and Trends

The conditions and trends listed here are not intended to be comprehensive,
but rather to provide examples of how cultural differences exist in some key
areas related to health.

Language and Ethnicity

e In the 1996 Census, 28% of the population identified themselves as having
a background other than British Isles, French or Canadian (Statistics
Canada, 1998a).

e In 1996, Canada’s visible minority population totalled 3,197,480,
representing 11.2% of the total population (28,528,125) (Statistics Canada,
1998b). See Exhibit 10.1.

e In 1996, Statistics Canada reported that about 16% of Canadians had a
mother tongue other than English or French (Statistics Canada, 1998b).

» About one quarter of all migrant children younger than age 12 enter
Canada as refugees (Beiser et al., 1995, p. 67).

» Traditionally, the sources of the majority of Canadian immigrants have
been Europe and the United States. More recently, Asia, Africa, the Middle
East and Latin America account for about three quarters of Canada’s new
immigrant population (Beiser et al., 1995, p. 68).
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@ Distribution of visible minority population® by age, Canada, 1996

Total 0-14 15-24 25-44 45-64 65-74

Number

Total population 28,528,125 5,899,200 3,849,025 9,324,340 6,175,785 2,024,180

Total visible minority

population® 3,197,480 778340 521,060 1,125730 581,275
Black 573,860 170,870 96,895 186,995 94,520
South Asian 670,590 168,585 107,465 230,245 127,355
Chinese 860,150 171,110 135580 299,815 177,980
Korean 64,840 12,115 15,525 19,475 14,610
Japanese 88,135 12,545 11,830 20,850 14,670
Southeast Asian 172,195 49,295 28,380 68,210 20,195
Filipino 234,195 50,985 33,995 90,100 45,370
Arab/West Asian 244,665 60,850 37,040 95,005 39,995
Latin American 176,975 46,530 31,575 68,500 25,190
Visible minority* 69,745 15,065 11,015 27,690 12,995
M_ultiple visible

minority* 61,575 20,385 11,755 18,945 8,425

129,415
16,025
26,425
50,680

1,765
5,280
4,895
8,845
8,185
3,670

2,160

1,480

a. The Employment Equity Act defines the visible minority population as persons, other than Aboriginal peoples, who are non-Caucasian in race or non-white in colour.

b. The visible minority groups are based on categories used to define the visible minority population under the Regulations to the Employment Equity Act.
c. Not included elsewhere. Includes Pacific Islander group or another write-in response likely to be a visible minority (e.g. West Indian, South American).
d. Includes respondents who reported more than one visible minority group.

Source: Adapted from the Statistics Canada Web site: www.statcan.ca

Injuries

e Injury-related mortality rates among young Status Indians (0 to 19 years old)
are three times the national average (Health Canada, 1997, p. 55).

e Drowning rates are about eight times higher among First Nations and Inuit
children and youth aged 0 to 19 years (Health Canada, 1997, p. 185).

Suicide
Children and youth aged 0 to 19 in Aboriginal reserve communities have

a suicide rate almost five times that of children and youth in the general
population (Health Canada, 1997, p. 55).
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Education

The majority of immigrant children aged 4 to 17 who came to Canada between
1981 and 1988 did not speak either official language (Samuel and Verma,
1992, pp. 53-54).

‘ Culture and Other Determinants

Education and Employment

Culture affects a person’s education and occupation, as well as the education
and occupation of the person’s spouse; this, in turn, has considerable conse-
guences for income, knowledge of support structures, access to informal

support in social networks, and personal coping skills (Erickson, 1991, p. 4).

Natural and Built Environments

Aboriginal children face a number of risks related to the natural and built
environment. For example, Aboriginal children have an injury rate almost
six times that of other Canadian infants (Health Canada, 1997, p. 55). They
are also at greater risk of exposure to contaminants because of poor housing
conditions, contaminated food sources, water supply and sanitation, and
indoor and outdoor environmental contaminants (Postl, MacDonald

and Moffat, 1994; Young, Bruce and Elias, 1991).

Personal Health Practices

There is evidence that culture affects personal health practices. For example,
the prevalence of smoking is high among Inuit and Francophone women
and low among most immigrant women (Maritime Centre of Excellence for
Women’s Health, 1997). Alcoholism has been

noted as more prevalent among the Irish
than the Jewish (Henderson and
Primeaux, 1981, p. xix), and is
virtually unheard of as a social or
medical problem in Chinese society
(Lin T.-y., 1983, p. 864). There are
strong indicators that these differ-
ences are due to cultural factors,
such as the degree of tolerance of
alcohol use in a given community
(Masi, 1989b, p. 253).

The majority of
immigrant children aged
4 to 17 who came to
Canada between 1981
and 1988 did not speak

either official language.
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Individual Capacity and Coping Skills

The incidence of suicide is higher among Aboriginal youth than among other
Canadian young people. One recent study reported a suicide rate for Status
Indians (aged 0 to 19) almost five times higher than the national average
(Health Canada, 1997, p. 55).

References

Baptiste, D.A. (1990). “The Treatment of Adolescents and their Families in Cultural Transition:
Issues and Recommendations.” Contemporary Family Therapy, Vol. 12: 3-22.

Baptiste, D.A. (1993). “Immigrant Families, Adolescents and Acculturation: Insights for
Therapists.” Marriage and Family Review, Vol. 19: 341-363.

Beiser, M., et al. (1995). “Immigrant and Refugee Children in Canada.” Canadian Journal of
Psychiatry, Vol. 40 (March 1995): 67-72.

Berry (1980). “Acculturation as Varieties of Adaptation.” In Acculturation: Theory, Models and
Some New Findings. Edited by A. Padilla. Colorado: Westview Press, pp. 9-25.

Berry, JW., et al. (1987). “Comparative Studies of Acculturative Stress.” International Migration
Review, Vol. 21: 491-511.

Dion, K.L., K.K. Dion and A.W.-P. Pak (1992). “Personality-Based Hardiness as a Buffer for
Discrimination-Related Stress in Members of Toronto’s Chinese Community.” Canadian
Journal of Behavioural Science, Vol. 24: 517-536.

Erickson, B. (1991). Families and the Transmission of Culture. Report submitted to the Demographic
Review Board. Toronto: University of Toronto.

Farkas, G., et al. (1990). “Cultural Resources and School Success: Gender, Ethnicity, and Poverty
Groups within an Urban School District.” American Sociological Review, Vol. 55: 127-142. Cited
in B. Erickson (1991). Families and the Transmission of Culture. Report submitted to the
Demographic Review Board. Toronto: University of Toronto.

Gibbons, A. (1992). Short-Term Evaluation of Indian Health Transfer. Victoria, BC: Health and
Welfare Canada.

Haka-lkse, K. (1988). “Cross-Cultural Integration of Children into the Health-Care System.”
Canadian Family Physician, Vol. 34 (May 1988): 1113-1115.

Hamilton, J. (1996). “Multicultural Health Care Requires Adjustments by Doctors and Patients.”
Canadian Medical Association Journal, Vol. 155, No. 5 (September 1, 1996): 585-587.

Health Canada (1997). For the Safety of Canadian Children and Youth: From Injury Data to Preventive
Measures. Catalogue No. H39-412/1997E. Ottawa: Health Canada.

Hébert, Y.M. (1992). “Multicultural Education and the Minority Language Child.” Canadian
Ethnic Studies, Vol. 24, No. 3: 58-74.

Henderson, G., and M. Primeaux (1981). Transcultural Health Care. Don Mills, ON: Addison-
Wesley Publishing Company.

Kim, B.K. (1980). “Attitudes, Parental Identification, and Locus of Control of Korean, New
Korean-Canadians and Canadian Adolescents.” In Visible Minorities and Multiculturalism: Asians
in Canada. Edited by K.V. Ujimoto and G. Hirabayashi. Toronto: Butterworth, pp. 219-242.

Lin, T.y. (1983). “Cross-cultural Medicine: Psychiatry and Chinese Culture.” Western Journal of
Medicine, Vol. 139: 862-867.

Healthy Development @ of Children and Youth



Culture T A Closer Look at the Determinants

Manion, 1., and S. Wilson (1995). An Examination of the Association Between Histories of Maltreatment
and Adolescent Risk Behaviours. Catalogue No. H72-21/139-1995E. Ottawa: National
Clearinghouse on Family Violence, Health Canada.

Maritime Centre of Excellence for Women'’s Health (1997). Draft Report of National Discussion
Group on the Determinants of Health, June 25, 1997. Maritime Centre of Excellence for
Women'’s Health, Centres of Excellence for Women’s Health Program, Women’s Health
Bureau.

Markowitz, F. (1994). “Family Dynamics and the Teenage Immigrant: Creating the Self Through
the Parents’ Image.” Adolescence, Vol. 29, No. 113: 151-161

Masi, R. (1989a). “Multiculturalism, Medicine, and Health. Part 1V: Individual Considerations.”
Canadian Family Physician, Vol. 35 (January 1989): 69-73.

Masi, R. (1989b). “Multiculturalism, Medicine and Health. Part V: Community Considerations.”
Canadian Family Physician, Vol. 35 (February 1989): 251-254.

Nodwell, E., and N. Guppy (1992). “The effects of publicly displayed ethnicity on interpersonal
discrimination: Indo-Canadians in Vancouver.” Canadian Review of Sociology and Anthropology,
Vol. 29, No. 1: 87-99.

Porte, Z., and J. Torney-Purta (1987). “Depression and Academic Achievement Among Indo-
chinese Refugees, Unaccompanied Minors in Ethnic and Non-ethnic Placements.” American
Journal of Orthopsychiatry, Vol. 57, No. 4: 536-547.

Postl, B., S. MacDonald and M. Moffat (1994). “Background Paper on the Health of Aboriginal
Peoples in Canada.” In Bridging the Gap: Promoting Health and Healing for Aboriginal Peoples in
Canada. Canadian Medical Association, pp. 19-56.

Reitz, J.G. (1990). “Ethnic Concentrations in Labour Markets and Their Implications for Ethnic
Inequality.” In Ethnic Identity and Equality: Varieties of Experience in a Canadian City. Edited by
R. Breton et al. Toronto: University of Toronto Press.

Reitz, J.G., and R. Breton (1994). The lllusion of Difference: Realities of Ethnicity in Canada and the
United States. Toronto: C.D. Howe Institute.

Rumbaut, R.G., and K. Ima (1988). “The Adaptation of Southeast Asian Refugee Youth: A
Comparative Study.” Cited in M. Beiser et al. “Immigrant and Refugee Children in Canada.”
Canadian Journal of Psychiatry, Vol. 40 (March 1995): 67-72.

Samuel, J., and R.B.P. Verma (1992). “Immigrant Children in Canada: A Demographic Analysis.”
Canadian Ethnic Studies, Vol. 24, No. 3: 51-57.

Shamai, S. (1992). “Ethnicity and Educational Achievement in Canada — 1941-1981.”
Canadian Ethnic Studies, Vol. 24, No. 1: 42-57.

Statistics Canada (1998a). The Daily, February 17, 1998.
Statistics Canada (1998b). Statistics Canada Web site: http://www.statscan.ca

Toronto Board of Education Consultative Committee on the Education of Black Students in
Toronto Schools (1987). Draft report June 1987. Cited in R. Masi (1989). “Multiculturalism,
Medicine, and Health. Part IV: Individual Considerations.” Canadian Family Physician, Vol. 35
(January 1989): 69-73.

Wakil, S.P., C.M. Siddique and F.A. Wakil (1981). “Between Two Cultures: A Study in Socialization
of Children of Immigrants.” Journal of Marriage and the Family, Vol. 43: 929-940.

Westhues, A., and J.S. Cohen (1994). Intercountry Adoption in Canada. Ottawa: Human Resources
Development Canada.

Xenocostas, S. (1991). “Familial Obligation: Ideal Models of Behaviour for Second Generation
Greek Youth in Montreal.” In Immigrants and Refugees in Canada. Edited by S.P. Sharma,
A.M. Ervin and D. Meintel. Saskatoon: Department of Anthropology and Archeology,
University of Saskatchewan, pp. 294-315.

Young, T. K., J. Bruce and J. Elias (1991). The Health Effects of Housing and Community
Infrastructure on Canadian Reserves. Winnipeg: University of Manitoba, Northern Health
Research Unit, Indian and Northern Affairs Canada.

Healthy Development @ of Children and Youth



	Foreword
	Acknowledgements
	Table of Contents
	Part A — Background and Context
	Introduction
	Purpose, Scope and Organization of the Report
	Through the Population Health Lens
	Organization of the Report
	Data Sources and Limitations

	The Population Health Approach
	An Evolution in Thinking
	The Determinants of Health

	Overview of Children’s Development
	About Canada’s Children
	How Many Are There?
	Where Do They Live?
	What Do Families Look Like?
	How Many Children Live in Poverty?
	How Healthy Are They?

	References


	Part B — A Closer Look at the Determinants
	Chapter 1: Income and Social Status
	Overview
	Relationship to Healthy Child Development
	Conditions and Trends
	Family Income
	Child and Family Poverty
	Food and Housing Security

	Income and Social Status and Other Determinants
	Education
	Social Environment
	Personal Health Practices
	Individual Capacity and Coping Skills

	References

	Chapter 2: Employment and Work Environment
	Overview
	Relationship to Healthy Child Development
	Conditions and Trends
	Parents’ Labour Force Participation
	Working and Parenting
	Child Care
	Youth Employment

	Employment and Other Determinants
	Education
	Genetic and Biological Factors
	Culture

	References

	Chapter 3: Education
	Overview
	Relationship to Healthy Child Development
	Conditions and Trends
	Education Level of Parents
	Role of Families
	School Readiness
	Staying in School

	Education and Other Determinants
	Income
	Employment
	Social Environment

	References

	Chapter 4: Social Environment
	Overview
	Relationship to Healthy Child Development
	Conditions and Trends
	Parenting and Family Functioning (or Love and Emotional Support)
	Family Structure
	Family Violence
	School and Community Networks
	Community Security
	Child and Youth Crime

	Social Environment and Other Determinants
	Income
	Education
	Genetic and Biological Factors

	References

	Chapter 5: Natural and Built Environments
	Overview
	Relationship to Healthy Child Development
	Behaviour
	Physiology and Chemical Hazards
	Development and Chemical Hazards

	Conditions and Trends: Natural Environment
	Ambient Air Quality
	Water and Food Quality
	Soil Quality
	Radiation and Global Warming

	Conditions and Trends: Built Environment
	Injuries: A Major Health Threat
	Home Environment and Injuries
	Home Environment and Chemical Exposure
	Home Environment and Biological Exposure
	The School Environment
	Transportation
	Recreational Environment and Injuries
	Recreational Environment and Chemical Exposure
	Recreational Environment and Biological Exposure

	Environment and Other Determinants
	Income
	Personal Health Practices
	Culture: Aboriginal Children
	Gender

	References

	Chapter 6: Personal Health Personal Health Practices
	Overview
	Relationship to Healthy Child Development
	Conditions and Trends
	Prenatal and Infant Health
	Healthy Eating
	Body Image
	Physical Activity
	Smoking, Alcohol and Other Drugs
	Injuries
	Sexual Activity

	Personal Health Practices and Other Determinants
	Income and Education
	Natural and Built Environments
	Individual Capacity and Coping Skills
	Culture
	Gender

	References

	Chapter 7: Individual Capacity and Coping Skills 
	Overview
	Relationship to Healthy Child Development
	Conditions and Trends
	Mental Disorders
	Stress
	Suicide

	Capacity, Coping and Other Determinants
	Income
	Social Environment
	Genetic and Biological Factors
	Gender

	References

	Chapter 8: Genetic and Biological Factors
	Overview
	Relationship to Healthy Child Development
	Types of Biological and Genetic Risk Factors
	Developmental Disabilities

	Conditions and Trends
	Genetic and Biological Factors and Other Determinants
	Employment
	Education
	Social Environment
	Natural and Built Environments
	Personal Health Practices
	Health Services and Social Services

	References

	Chapter 9: Health Services and Social Services
	Overview
	Relationship to Healthy Child Development
	Conditions and Trends
	Health and Social Services and Other Determinants
	Income and Social Status
	Education
	Social Environment
	Natural and Built Environments
	Personal Health Practices and Coping Skills
	Genetic and Biological Factors
	Culture
	Gender

	References

	Chapter 10: Culture
	Overview
	Relationship to Healthy Child Development
	Conditions and Trends
	Language and Ethnicity
	Injuries
	Suicide
	Education

	Culture and Other Determinants
	Education and Employment
	Natural and Built Environments
	Personal Health Practices
	Individual Capacity and Coping Skills

	References

	Chapter 11: Gender
	Overview
	Relationship to Healthy Child Development
	Conditions and Trends
	Gender and Other Determinants
	Education
	Personal Health Practices
	Individual Capacity and Coping Skills
	Genetic and Biological Factors

	References


	Part C — Challenges — Today and Tomorrow
	Chapter12: Challenges
	Overview
	Overarching Issues for the 21st Century
	Child Development
	Population Health
	An Inter-sectoral Approach
	Decentralization
	Globalization
	The Information and Communication Age
	The Aging Population
	Children’s Participation

	Conditions and Trends
	Income and Social Status
	Employment and Work Environment
	Education
	Social Environment
	Natural and Built Environments
	Personal Health Practices
	Individual Capacity and Coping Skills
	Biology and Genetic Factors
	Health Services and Social Services
	Culture
	Gender
	Looking Ahead

	References



